for assessing surgical competencies in cleft lip surgery. Proficiency in cleft lip surgery can be achieved over a relatively limited number of practice sessions. Standardized evaluation and systematic learning of conventional surgical techniques is necessary, and is the foundation of competency-based training, which itself is the future of surgical education. BACKGROUND: Plastic surgery evaluates residents on milestones. Previously, we defined a model of education including pre and post-test assessments and a single day of lab training intended for evaluating residents in the unique technical skills for craniofacial surgery. This study aims to validate this task-based assessment using solely Saw Bones (TM) and brief instructor education on common technical pitfalls of craniofacial surgery.
METHODS:
Three tasks were evaluated: instrument identification (channel retractor, lamina spreader, double guarded nasal osteotome, Obegesser in tow retractor, J inferior border mandible stripper), accuracy of burr hole placement, and accuracy of square craniotomy on craniofacial models. Tasks were evaluated before and after a short teaching simulation by the craniofacial faculty on standard osteotomies, instrument names, and pitfalls of craniofacial surgery. The study population consisted of junior, midlevel, and senior residents with different levels of experience on the University craniofacial service.
RESULTS:
Participant performance was analyzed for each post-graduate year, and was grouped by level of training: junior, midlevel and senior resident. Resident accuracy improved for all tasks (instrument naming p=0.00002, burr holes p=0.0031, craniotomy p=0.08). There was no difference in rate of improvement between resident cohorts. Data and feedback was provided to all residents after the postassessment to guide future improvement.
CONCLUSION:
The task-based assessment with resident education on basic craniofacial surgery skills, standard osteotomies, and instrument names directed resident learning and assessed resident knowledge. The craniofacial skills task-assessment successfully evaluated milestone attainment. 
HAND AND UPPER EXTREMITY

METHODS:
A systematic review of the literature of FVFG used in the treatment of upper extremity sarcomas was performed. We excluded case reports and studies in which data was aggregated from multiple different procedures for various diagnoses. The outcomes assessed were patient demographics, classification and location of the tumor, the use of preoperative and/or postoperative radiation and/or chemotherapy, bony union, and patient-centered outcomes. RESULTS: A total of 56 studies were included in final analysis. The most common diagnosis was osteosarcoma (35.1%) and the most common recipient site was the humerus (57.3%) followed by the radius (36.2%) and ulna (5.8%). FVFG had a median union rate of 93.3%, with the median time to union being 5.0 months. The most common complications were fracture (11.7%), nerve injury (7.5%), infection (5.7%), and hammer toe deformity (3.3%). The reoperation rate was 34.5%. The most commonly reported standardized assessment of clinical outcomes following treatment was the Musculoskeletal Tumor Society Score, which had a mean of 79% and a median of 80% postoperatively.
CONCLUSION: FVFG in the treatment of malignant bony neoplasms of the upper extremity has a high rate of union and good overall outcomes; however, postoperative complication rates are high. A greater degree of standardization is needed in the reporting of patient-centered outcomes. Reporting outcomes of individual patients or stratifying data based on diagnosis, graft site, and age would facilitate future comparative studies. The main problems of treatment of peripheral nerve injuries are donor morbidity, long healing time and functional results as a quality of healing. Since the peripheral nervous system is divided into two as the somatic and autonomous nervous system. In case of any defect, the motor, sensational or autonomous functions of the relevant nerve are partially or completely lost. The aim of microsurgical reconstruction is proper coaptation with tensionless primary end-to-end nerve repair. The gold standard in the presence of nerve defect is autogenous nerve graft. Athough current fine techniques are used, lack of functional motor and sensory healing achievement remains unsolved. The rate of returning to work after the common ulnar and median nerve injuries is presented as approximately as a ratio of 60%. To eliminate the donor morbidity, nerve conduits and nerve allografts have been used as an alternative to the autogenous nerve graft. Further, nerve transfers have been offered and used in the treatment of the diseases caused by nerve defects.
Fascicular Turnover Flap Repair in Peripheral Nerve
In this research, fascicular turnover flap repair conducted with the fascicular dissection from the healthy part of the defected nerve together with the intra-fascicular bindings in the peripheral nervous system and the contribution of this method to motor healing were evaluated in an experimental study.
Twenty-eight male Sprague-Dawley adult rats were used. The animals were grouped under 4 categories with 7 animals in each. A critical defect of 1 cm was formed on the right sciatic nerve of the animals. The defect was not treated in Group A, treated with autologous nerve graft in Group B, and fascicular turnover flap reconstruction from distal stump was performed in Group C and bilateral in Group D. According to the behavioristic, electro-physiologic and histopathologic evaluations; Groups C and D were found to be superior to Group A, whereas they showed no difference from Group B.
